The EAACI recommends that the positive control, i.e. the histamine prick, could be used only to prove that the skin can react [20] . This means that the size of the allergen wheals are to be understood irrespective of the precise size of the histamine wheal. However, others have had a hunch that sizes of the allergen wheals must be dependent of the skin sensitivity and that this sensitivity could be measured with histamine pricks. Thus, the older Nordic Standard recommended that the allergen wheals and that of histamine should be correlated [21] , albeit the way of doing this was not very precise.
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If the EAACI in practice does not care about the skin reactivity while the Nordic Standard does but in a rather inaccurate way, does it matter which recommendations we follow? The dose-response curve for allergens and histamine is very flat and differences in sensitivity thus difficult to detect with imprecise methods [19] . In a multinational study of sensitization where case history was correlated to skin prick testing [22] , we looked at this and found that the results for the whole group were similar irrespective of the evaluation method [unpublished] . However, we were only interested in possible sensitization as defined in the study and not in the degree of sensitization. In such a study, it did not matter much which method was chosen, and it shows that the methods are comparable in clinical practice if the only interest is whether the patient is sensitized or not.
The present study by Dreborg [12] clearly shows that it is necessary to correlate the allergen wheals to the skin reactivity, e.g. as measured with histamine, if these sizIt is obvious to a clinician that the skin reactivity as measured with histamine pricks varies. Studies have shown that age [1, 2] , immunotherapy [3] , habitat [4] and menstrual cycle [5] influence the size of the prick. The more positive allergen skin prick tests, the bigger the histamine wheal [6, 7] . In pollen-allergic patients, the sensitivity of the shock organ varies over the year [8] , and probably also the skin sensitivity to the offending allergen, but to histamine as well to some degree, shows similar changes [9] . The skin sensitivity appears to have been increasing from year to year [10] . Antihistamines have an enormous influence on the histamine wheal, while other drugs, e.g. oral corticosteroids, do not show the same effect; most drugs are not studied but are probably not important when evaluating skin prick tests. Circadian rhythm [11] , sex, stress, ethnicity, shock organ and environmental exposure to irritants are other factors which might influence skin sensitivity but have to my knowledge not been properly studied. Different techniques when doing skin prick testing change results considerably [12] . The body region used for testing as well as the distance between pricks may influence wheal sizes [13] . The pricking device is important [14] [15] [16] [17] . The concentration of histamine used for positive control is important [18, 19] but is not further discussed here as the EAACI has decided to use histamine 10 mg/ml as a positive reference [20] . When the negative control does not give a wheal, it seems plausible that the skin reactivity to histamine correlates to the sensitivity to the tested allergens. If so, the skin reaction to histamine tells us how to interpret the allergen pricks. es in a fairly precise way are meant to show the degree of sensitization. The trial was done several years ago, and it is a pity that it has not been commonly known until now. Too many investigators have used the changes in the size of allergen wheals as an outcome of intervention without mentioning what has happened to the histamine wheal during the same time. It is especially important in multicenter studies and if different persons are performing the skin prick test at different times.
It is an important message that if the size of allergen wheals in skin prick testing should be used as an outcome measure, they must be correlated to the skin sensitivity measured with histamine in all scientific work.
